INTRODUCTION
A seroma is an accumulation of fluid in a tissue or organ that can occur after surgery, or sometimes after an injury such as blunt trauma. The fluid, called serum, leaks out of nearby damaged blood and lymphatic vessels. Seromas can occur after surgeries, especially those that are extensive or involve significant tissue disruption. 1, 2 Seroma formation may be associated with an increased risk of infection and breakdown of the surgical site. 3, 4 Postoperative seromas may at times create enigma to the clinicians about a probable injury to a vital organ(?) during the course of surgery. We do hereby report an interesting case of seroma following the removal of a large broad ligament fibroid.
CASE REPORT
Mrs X, a short obese lady aged 40yrs has attended the Gynaec out-patient department of Narayana Medical College Hospital, a tertiary care centre with c/o intermittent dull lower abdominal pain on and off since two months, not associated with any fever / vomiting. H/o pain being relieved only after taking medication (anti spasmodics) at times. There were no urinary or bowel disturbances. She is a known hypertensive on treatment. Her menstrual cycles were regular with moderate flow. She was para 2 , live 2, both were full term, caesarean section deliveries and was tubectomised. Past history: similar painful episodes infrequently since two years for which she has consulted an outside Gynaecologist and was advised surgery-hysterectomy.
On examination
She was obese with BMI-31. Mild anaemia+. Heart & lungs-NAD.
Per abdominal examination: Fatty abdominal wall with a midline subumbilical vertical puckered scar (previous C/S scar). A firm irregular non-tender mass of 20×20cms felt on the left side extending from hypogastrium to left lumbar region. Only the right border of the lump could be vaguely made out. Mobility of the lump could not be appreciated. No other positive findings were present. Per speculum examination: Cervix visualization was difficult and was drawn up. Per vaginal examination: Cervix felt high up and behind the pubic symphysis. Lower part of abdominal mass was felt through anterior, posterior and left lateral fornices with irregular nodularity and firm These include hernia repairs, significant plastic surgeries such as breast augmentation or reconstruction, abdominoplasties (tummy tucks), 5, 6 and removal of large intra-abdominal masses like huge fibroids/ovarian masses as in our case. Seroma formation may be associated with an increased risk of infection and breakdown of the surgical site.
The difference between a seroma and an abscess is that an abscess involves the presence of white blood cells, bacteria, and the breakdown products of both. In other words, an abscess is defined as an infection. A seroma, on the other hand, is just fluid, serum that has accumulated in a dead space in the tissue. It is the result of tissue insult and the product of tissue inflammation and the body's defense mechanisms. The body is simply reacting to the presence of a dead space within the tissue that was previously attached to something. When a large mass is removed as in our case -a big fibroid, damage to the very small vessels that previously ran from the underlying tissue (i.e., muscle, connective tissue) to the overlying tissue can occur. Although these vessels do not cause significant blood loss, they do allow escape of serum into the area. This may be also due to the resulting tissue damage that occurs regardless of how carefully the dissection is done. This tissue damage results in cellular death. The body's reaction is an inflammatory one. 7 Because of the inflammation, cell death, and increased vascular permeability, fluid can accumulate in the newly created space. This process will generally resolve over time if there is some form of natural drainage or sufficient circulation to the area and if the person is in good health. A seroma is mainly a nuisance but not dangerous. Sometimes it may be necessary to intervene to try and do something about the problem.
The first and best way is to prevent a seroma formation by not giving it any place to form. One precaution to be taken is gentle handling of the tissues to the possible extent. This would mean either using fingers or a blunt instrument to tear the underlying tissue. Tearing the tissue causes the small vessels to vasoconstrict, thereby stopping any bleeding. The use of clamps, suture or cautery may also be effective in sealing the small bleeders. In some cases pressure application over the surgical site for 3-4 days following surgery may also help in preventing fluid accumulation. This can be done by closure of the tissues intra operatively taking care not to leave any dead space or post operatively by using tight bandages over that site. Drains that are typically placed at the time of surgery also help reducing seroma formation. 7 The drainage is done not only to allow the surfaces to stay in contact and stick together but also to prevent potential infection or creation of a chronic pocket (bursa). Surgical drain tubes with bulb suction devices are used after some surgeries to help reduce the risk of seroma formation. These allow for monitoring the volume of fluid leakage, and once drainage becomes minimal, the drains are removed. In our case, as there was a large dead space following fibroid removal, precautions were taken by putting intraperitoneal & subcutaneous drains to prevent any fluid collection post operatively in the respective places. Apart from putting the drains, tight supportive abdominal bandage was applied in immediate post-operative period as an adjunctive preventive measure against fluid accumulation.
Seromas can form shortly after surgery if drains are not used, and they may also occur after removal of a drain. In our case both intra peritoneal and subcutaneous drains were removed on 5 th P.O. day after the drainage fluid was found to be less than 15ml for two consecutive days. In the index case, it is evident that seroma formation occurred after a considerable time following drain removal.
Small seromas can be persistent for a very long time (even years). When seroma becomes a clinical concern it should first be treated conservatively. Increasing the circulation to the healing area will often help to reduce the swelling. The fluid will be re-absorbed into the blood stream faster and the increased blood flow will bring oxygen and nutrients to the newly forming tissue. Heat is an excellent way to increase circulation to an area. Hot packing is a simple inexpensive and a very effective way to conservatively manage a seroma.
In symptomatic seromas (ones seen or felt) the first thing to be done is to do percutaneous aspiration and sometimes everything will be settled, but unfortunately seromas may reform as the dead space and the cavity will not be obliterated by just aspiration. Obliteration of dead space with various flap fixation techniques, use of sclerosants, fibrin glue and sealants, octreotide, and pressure garments have been attempted with conflicting results and none have been consistent. 8 Once the aspirated volume is around 10 cc or less aspirations can be stopped. They usually "burn out" so to speak after repeated aspirations. In the index case, the resultant seroma became symptomatic by spontaneously leaking out through the previous drain site. In that way, aspirations were not needed & the continuous leakage for nearly 2 days resulted in its burning out.
If a seroma remains for too long over the span of several weeks it will form a bursa or sac around it. 9 If this happens, the seroma will not be absorbed and may become infected. The best approach for this might be to open up the area surgically and drain the seroma with a drain, excising the bursal sac entirely. 10 This rarely is required.
To summarize: In our case, the significant features are obese lady with history of two previous caesarean section deliveries, and a long standing large broad ligament fibroid. Having anticipated intraoperative problems, pre-operative retrograde ureteric stenting was done. During surgery ample care was taken to avoid ureteric inclusion in the clamps & measures for perfect haemostasis were observed throughout, with careful tissue handling. Intraperitoneal & subcutaneous drains along with tight abdominal pressure bandage were implemented to prevent post-operative fluid collection. Smooth Immediate post-operative period later followed by leakage of clear watery liquid through drain site made us suspicious of left ureteric injury (clamping/cautery). As seromas are rarely encountered by the Gynaecologists our thoughts didn't go in that direction and the worry was mainly about the ureteric injury. Ultimately it was the seroma that caused the whole menace.
CONCLUSION
Though seromas are rarely reported following gynaecological surgeries, it is suggested that one should always keep in mind of a possible occurrence of a seroma following removal of large space occupying pelvic tumours, so that preventive measures can be taken both during and after the surgeries.
